Background: Dengue poses a substantial economic and disease burden in Southeast Asia (SEA). Quantifying this burden is critical to set policy priorities and disease-control strategies.
Introduction
Dengue fever is among the most important infectious diseases in tropical and subtropical regions of the world, and represents a significant economic and disease burden in endemic countries [1] [2] [3] [4] . There are about 100-200 million infections per year in more than 100 countries [5] . Estimating the economic and disease burden of dengue is critical to inform policy makers, set health policy priorities, and implement disease-control technologies.
Here we estimate the economic and disease burden of dengue in 12 countries of Southeast Asia (SEA). We included all countries in the Association of Southeast Asian Nations [6] , plus Bhutan and EastTimor due to their geographic proximity, to be consistent with our study on the incidence of dengue in the region [7] . Our study area comprises the following 12 countries: Bhutan, Brunei, Cambodia, East-Timor, Indonesia, Laos, Malaysia, Myanmar, Philippines, Singapore, Thailand, and Viet Nam. Studying dengue burden in SEA is important for several reasons. Dengue is among the greatest disease burdens in SEA, and has been hyperendemic for decades [8] [9] [10] [11] . SEA is the region with the highest dengue incidence, with cycles of epidemics occurring every three to five years [1, 8] . The WHO regions of SEA and the Western Pacific represent about 75% of the current global burden of dengue [12, 13] .
Recent studies have estimated economic burden of dengue in specific countries of SEA (costs in 2010 US dollars [14] ). For example, using the average reported cases between 2001-2005, Suaya et al. [2] estimated that the annual costs for dengue illness (standard errors in parenthesis) in Cambodia, Malaysia, and Thailand were at least US$3.1 (60.2), US$42.4 (64.3), and US$53.1 (611.4) million (m), respectively. Beaute and Vong estimated an annual cost (2006) (2007) (2008) of US$8.0m for Cambodia [15] . Adjusting the officially reported cases in 2009 with expansion factors (EFs) derived from a Delphi process, Shepard et al. [16] estimated that the annual cost of dengue in Malaysia, as updated [17] , was about US$103.4m per year (range: US$78.8m-US$314.2m). Lim et al. [18] estimated a yearly cost of dengueincluding dengue illness, vector control, and research and development activities-of US$133m (range: US$88m-US$215m) in Malaysia (2002 Malaysia ( -2007 and US$135m (range: US$56m-US$264m) in Thailand (2000 Thailand ( -2005 , respectively, in which dengue illness represented about 41.3% of the total costs (US$54.9m) in Malaysia and 49% (US$66.2m) in Thailand. Based on data from a provincial hospital, Kongsin et al. [19] estimated that the total economic burden of dengue in Thailand was US$175.4m (standard deviation: US$36.6m), of which US$126.3m corresponded to dengue illness and US$49.1m to dengue control. In Singapore, Carrasco et al. [20] estimated that yearly dengue illness costs US$41.5m and vector control costs US$50.0m. Last, Luong et al. [21] obtained an average annual cost (2004) (2005) (2006) (2007) of US$30.3m for Viet Nam. The dengue burden of disease (number of disability adjusted life years or DALYs, based on the original 1994 definition [22] and extrapolated to 2010 based on population) has also been estimated for Cambodia (8,200 [15] ), Myanmar (3,900 [23] ), Singapore (700 [20] ), and Thailand (28,900 [24] ; 32,500 [25] ).
The few published estimates of economic and disease burden of dengue in SEA are based on a single or a small number of countries, and the comparison of estimates is limited by methodological differences between studies. Previous multi-country studies of dengue burden include the economic impact of dengue in the Americas [3] , and an eight-country study including five countries in the Americas and three in SEA [2] . This paper aims to reduce this gap by estimating the economic and disease burden of dengue illness in SEA using a consistent methodology.
Methods
The economic burden of dengue is calculated as the total number of dengue cases times the total costs per dengue episode. To calculate the disease burden, an estimate of the total DALY burden per cases is also required.
Total number of dengue cases
Because dengue is an infectious disease, there is considerable annual variability in the number of dengue cases. We used the average officially reported cases in 2001-2010 to obtain a more stable estimate for each country. We obtained the number of reported dengue cases from various sources, including data from the country's Ministry of Health or statistics agency, WHO, or published studies [12, 16, [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] . Dengue is a reportable illness in SEA and thus the number of cases reported is correlated to the total cases. However, there is substantial underreporting of symptomatic dengue fever in SEA, and official statistics commonly underestimate case rates [7, 36] .
Estimating the total number of dengue cases is challenging due to the limits of passive surveillance systems, which are useful to detect dengue outbreaks and to understand long-term trends of symptomatic infection, but underestimate the true incidence. The rate of reporting of surveillance systems depends on several variables, including the severity of dengue, identification method (e.g., clinical diagnosis, laboratory test), treatment facilities, year of data collection, the area where dengue is measured, among others [16, 27] . Recent studies have improved the estimate of the total number of cases by using EFs [3, 7, 16, 20] , the ratio of the best estimate of the total number of symptomatic dengue, divided by the number of reported cases.
We adjusted the officially reported cases using Undurraga et al.'s estimates of EFs for ambulatory, hospitalized, and total dengue episodes to estimate the incidence of dengue by country [7] . Undurraga et al. estimated the annual average of dengue episodes based on the officially reported cases from 2001 through 2010, and derived country-specific EFs through a systematic analysis of published studies that reported original, empirically derived EFs or the necessary data to obtain them.
Costs per dengue episode
To estimate the economic burden of symptomatic dengue infection one requires information on the unit costs of providing inpatient and outpatient medical care, in both private and public facilities. We conducted a systematic literature review for articles on the economic costs of dengue in Southeast Asia published between 1995 and 2012 using Web of Science and MEDLINE (72 articles), and PubMed (97 articles) using the keywords dengue, health, and economics. We reviewed the abstracts of these articles and identified 11 articles that explicitly reported data on the economic costs per dengue fever episode, or included the necessary information to estimate them [2, 15, 23, 24, [37] [38] [39] [40] [41] [42] [43] . To these articles, we added nine recently published articles [16, 19, 20, 44] , or found in previous searches [21, 25, [45] [46] [47] . Although this study is an original research study and not a systematic review, we adapted relevant parts of the PRISMA check list and flowchart to our literature review ( Figure S1 , Table  S1 ) [48] .
We then filtered these 20 articles based on the following criteria: (1) use of original, empirical data; (2) use of a scientifically consistent approach; (3) use of externally valid and representative data; and (4) use of recent data in order to reflect current medical practice and technology. We selected studies that scored well, albeit not perfectly, on these criteria, providing what we think are the best data available. For each of these countries we derived the best cost estimate for direct medical and non-medical costs and indirect costs, for both inpatient and outpatient treatment. For countries in which no cost data were available, we relied instead on expert opinion (Malaysia) or in the extrapolation of data based on regression analysis (Bhutan, Brunei, East Timor, Indonesia, Laos, Myanmar, and Philippines), using unit costs as the dependent variable and gross domestic product (GDP) per capita as the independent variable.
We found six studies that included dengue costs for Cambodia [2, 15, 37, 39, 40, 44] . Our best estimates for direct costs are based on the average between the costs estimates of two studies by Suaya et al. [39, 44] ; to estimate indirect costs we used an average between these two studies plus the estimates by Huy et al. [37] . In the first study, Suaya et al. estimated costs based on patient interviews and record reviews of hospitalized patients from Daun Keo Referral Hospital [44] . In the second study considered, the authors' estimates were based on expert opinion and interviews with families, and contrasted with survey data from hospitalized patients and financial data from the National Pediatric Hospital [39] . Two additional studies estimated out-of-pocket expenditures, which may not necessarily reflect the real costs of a dengue episode [37, 40] . We used Huy et al.'s estimates to obtain indirect costs per
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dengue episode [37] . As Beaute and Vong's estimates were based on secondary analysis of data, they were excluded [15] .
For Viet Nam, our best cost estimates were based on the results from an unpublished multicenter cost study in southern Viet Nam by Luong et al. [21] , which included data on medical expenditures from four hospitals, transportation costs, and household impact. Patients were recruited based on severity, age, and type of setting, and adjusted the costs accordingly. Another study based on Viet Nam also provided detailed data on dengue; however, it was restricted only to dengue hemorrhagic fever (DHF) cases in children ,15 years from a single hospital [43] .
The costs for Malaysia were estimated based on a previous study of the unit costs of inpatient and outpatient hospital services at the University of Malaya Medical Center (UMMC) in 2005, reported by Suaya et al. [2] . Shepard and others [16, 17] updated these unit costs estimates by including salaries for academic clinicians not captured in 2005. These authors then adjusted the unit costs for inpatient and outpatient dengue cases using a weighted average by type of setting -primary, secondary, and tertiary hospitals -based on WHO-Choice estimates [47] . Our best cost estimates for Malaysia were based on Shepard et al.'s [16, 17] update of the UMMC study.
We found five studies including cost estimates for Thailand [2, 19, 25, 41, 42] . Our best cost estimates were based on a study by Kongsin et al. [19] , which used the same cost data as Suaya et al. [2] . These data included direct and indirect costs obtained from interviews and medical records from a provincial hospital. Their cost estimate per outpatient visit was calculated as 25% of the costs of an inpatient bed-day (based on Shepard et al. [49] ). The study by Okanurak et al. [42] was not included because the data were too old (1994). Because health costs have been increasing in the past decades, among other reasons due to changes in technology and treatments, adjusting Okanurak et al.'s data for inflation would most likely have underestimated the cost per dengue episode. Other studies reviewed were by Anderson et al. [25] , whose estimates were based on expert opinion, previous analysis in the region, and discussion with a subset of families, and by Lee et al. who used secondary data [41] .
Last, the costs for Singapore were based on Carrasco et al.'s estimates of the direct and indirect costs of dengue from inpatient and outpatient cases [20] . The direct costs of hospitalization were obtained from the distribution of hospital bills per dengue patient provided by public Singaporean hospitals in 2010 for unsubsidized wards, divided by the median length of stay. The costs of ambulatory cases were obtained by multiplying the average number of visits per case by the unit costs of each visit. The study also included non-medical indirect costs.
For those countries for which we could not obtain empirical data, we extrapolated direct and indirect costs per non-fatal dengue episode using bivariate regressions for each type of cost. We used ln(cost)-direct and indirect cost-as the dependent variables, and ln(GDP per capita) and a dummy variable for hospitalized and ambulatory patients as independent variables. The regressions included robust standard errors and clustering by country.
Last, we estimated the indirect costs per fatal episode using the human capital approach -based on productivity loss-and estimated the total years of premature life lost based on the discounted, weighted life expectancy using WHO life tables for each country [50, 51] . As data on the age distribution of fatal cases was not available, we assumed it followed the distribution of all dengue cases (except for Malaysia, for which we used the age distribution of fatal episodes in 2009 [30] ). We obtained countryspecific age distributions of dengue cases from various sources, including surveillance data and published studies [15, 21, 30, 32, 34, 35, [52] [53] [54] [55] [56] . We interpolated values when data did not include the specific age ranges, and used the regional average when country-specific age distributions were not available. For the age of fatal cases, we used the midpoint of each closed interval (0-4, 5-14, 15-29, 30-44, 45-59), and age 65 for the highest category (60+). As in previous studies [2, 3] , we valued years lost based on the country's per capita GDP [14] and discounted at a real rate of 3% per year.
Disease burden of dengue (DALYs)
We estimated the disease burden of dengue using WHO methodology [57] , and expressed disease burden in standard DALYs. For fatal cases, we used the same age patterns as for indirect costs. To account for disability during non-fatal dengue cases, we considered an average duration of 14 days for hospitalized patients (range 10-18), and 4.5 days for ambulatory patients (range 2-7), and a disability weight of 0.81 for both hospitalized and ambulatory cases, as in previous studies [3, 58, 59] . To compare the burden of dengue with that of other diseases in the region, we combined the two WHO regions (Southeast Asia and Western Pacific) containing the 12 countries considered here by adding the populations and respective DALYs by cause. We then calculated the overall DALY burden per million population for each of the 39 individual causes of death or disability (excluding subtotals) reported by WHO in its Annex Table A2 [57].
Sensitivity analysis
We ran 1,000 Monte Carlo simulations for a probabilistic analysis of the total costs of dengue illness, simultaneously varying four parameters: (1) EFs, (2) the share of the total dengue cases treated in hospitals; (3) the unit costs per dengue case, and (4) DALYs per dengue case. We varied EFs based on Undurraga et al.'s sensitivity analysis [7] , using triangular distributions based on country-specific estimates, as shown in Table 1 . Country-specific triangular distributions were used to represent the variation in unit costs. We considered our best estimates as the mode (Table 2) , and estimated the variation of unit costs considering the same variability of costs estimated by WHO-Choice (World Health Organization -CHOosing Interventions which are Cost-Effective) [47] . Last, we accounted for DALYs variation using a uniform distribution.
Results
The average annual number of reported cases in SEA was 386,000 patients (2001-2010), and 2,126 deaths. Using corresponding EFs, we obtained a yearly average of about 2.9 m cases of dengue illness in SEA (0.8 m hospitalized and 2.1 m ambulatory patients), 5,906 deaths, and a weighted overall EF of 7.6. Table 1 shows the annual average number of reported dengue cases in SEA (2001-2010), the estimated hospitalized, ambulatory, and total number of dengue cases, and the total number of deaths, using country-specific EFs. The lower and upper ranges for each of our estimates are shown in parentheses.
Our literature review yielded 20 studies on unit costs per dengue episode [2, 15, 16, 19, 21, [23] [24] [25] [37] [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] . We extracted data from the articles using a template similar to Table 2 , with additional columns (e.g., date the article was reviewed, limitations). After applying our filtering criteria, we had sound data for five countries-Cambodia, Viet Nam, Malaysia, Thailand, and Singapore-one for each category of income-level defined by the World Bank (e.g., low-income country) [68] , which makes our extrapo- Notes: ISO Alpha-3 codes were obtained from United Nations [60] ; estimated lower and upper ranges are shown parenthesis; n.r. denotes not reported.
a Estimates for expansion factors (EFs) based on Undurraga et al. [7] . b Point estimates were obtained by multiplying the average reported episodes of dengue in 2001-2010 by the corresponding EF, as reported by Undurraga et al. [7] . The range in parentheses for the total hospitalized and ambulatory dengue episodes and deaths corresponds to the 95% certainty level using 1,000 Monte Carlo simulations. We varied EFs using triangular distributions based on [7] , and assumed that the EF for the total deaths was the same as the EF for hospitalized dengue episodes. While more severe episodes of dengue are more likely to be reported, there is some evidence of underreporting of severe dengue resulting in death [61] , and recent studies suggest that dengue is associated with several health complications [62] [63] [64] [65] [66] [67] . We expect that some of these resulting deaths would not be reported as dengue.
c Officially reported cases of dengue were available until September 2010, the number of cases for the remaining months were extrapolated based on comprehensive surveillance data from Thailand and Indonesia [31, 32] , assuming that the time distribution of dengue episodes was similar. Sources: [7, 12, 16, 17, 26, 27, [29] [30] [31] [32] [33] [34] [35] 60] . doi:10.1371/journal.pntd.0002055.t001 The cost data from Suaya et al. [44] is the same as the data from Suaya et al. [2] ; we included only the most recently published. The costs estimated by Huy et al. [37] were out-of-pocket expenses, based on a standardized questionnaire. Indirect costs included income lost due to days of work lost when caring for the child, or to pay for this care.
c
The costs were based on out-of-pocket expenses by patients' households. Patients were hospitalized children aged 0-15 years with DHF.
d Luong et al. [21] recruited patients based on severity, age, and type of setting. To obtain an estimate of the costs, they adjusted the data considering that (i) 65% of the reported cases of dengue in Southern Viet Nam from 2004 to 2007 were children,15 years old, (ii) the distribution of severity of cases corresponds to that reported by Tien et al. [69] (inpatient: 13% dengue fever (DF), 87% dengue hemorrhagic fever (DHF) & dengue shock syndrome (DSS); outpatient: 100% DF), and (iii) that the distribution of cases by setting is proportional to the number of beds in the study area (i.e., for children: 41% referral, 27% provincial, 31% district; for adults: 0% referral, 69% provincial, 31% district).
e The estimated cost is the average between the costs per bed-day in a hospital in Bangkok and in Suphan Buri, and corresponds to DHF patients. We assumed that 45% of patients were adults (.15 yrs) based on data by the National Surveillance System (2004-2010).
f The data by Kongsin et al. [19] are the same as the data used by Suaya et al. [2] . The costs per ambulatory case were estimated as 25% of those per hospitalized case based on Shepard et al. [49] .
g Estimate for patients aged 18-64 years based on transport costs, average productivity loss per day, and household services lost per day. For hospitalized patients, the estimate considers the average number of days a person is hospitalized per dengue episode, and for ambulatory patients, the total number of visits per episode. doi:10.1371/journal.pntd.0002055.t002 lated estimates more consistent. Table 2 shows a summary of our best estimates for the unit costs per dengue episode for each country (2010 US dollars). While the summary data may not necessarily be representative of each country, to our knowledge they are the best cost data available. Table 3 shows the predicted values of direct and indirect unit costs per dengue case based on the linear regression estimates (R 2 = 0.94 and 0.87, respectively), for those countries for which we did not have empirical data. Figure 1 and Figure 2 show the relation between GDP per capita and unit direct and indirect costs per episode respectively, and the 95% CI for each set of estimates.
Economic and disease burden of dengue in SEA Table 4 shows the average total annual economic and disease burden of dengue by country. The table includes the 95% certainty level bounds obtained using 1,000 Monte Carlo simulations in parenthesis under each estimate. Using our best estimates for the total number of cases and the unit cost per dengue episode, we obtained an overall annual economic burden of dengue of US$950 million (m) (US$610m-US$1,384m). The average annual direct costs amounted to US$451m (US$289m-US$716m) and the indirect costs were US$499m (US$290m-US$688m). Indonesia was the country with the highest economic burden of dengue in the region, followed by Thailand, representing about 34% and 31% of the total economic burden of dengue, respectively. The average population for SEA in the years considered was about 574 m people [70] [71] [72] ; hence the cost of dengue illness was about US$1.65 per capita (US$1.06-US$2.41). The costs per capita by country ranged from US$0.28 (US$0.19-US$0.39) in Viet Nam to US$14.99 (US$9.37-US$21.10) in Singapore.
We obtained an annual average of 214,000 DALYs (range: 120,000-299,000 DALYs) for SEA (Table 4) , which is equivalent to 372 DALYs per million inhabitants (range: 210-520). About 45% of the total disease burden in the region is incurred by Indonesia, followed by the Philippines with about 18% of the total. Using the original 1994 definition [22] , the rate of DALYs per million population for dengue in SEA ranks higher than that of 17 of the 39 health conditions in SEA and the Western Pacific 
Discussion
Our results show that dengue represents a substantial economic and disease burden in SEA. We combined multiple sources of data to quantify this burden. On average, about 52% of the total economic costs of dengue resulted from productivity lost (indirect costs), including non-fatal and fatal cases. The average per capita economic cost of dengue illness represents about 0.03% of the average per capita GDP in the region (in 2010), and total disease burden is 214,000 DALYs per year. Indonesia has a higher share of disease burden than economic burden, which is partly explained by the relatively lower costs per dengue episode.
We used the average number of cases of dengue between 2001 and 2010 to obtain a stable estimate of the burden of dengue, which we consider more useful for policy purposes than an estimate for a specific year. Figure 3 shows the annual variation of total estimated dengue cases and economic burden of dengue in SEA. We are assuming that the EFs and unit costs are constant for all years. As expected, total costs are highly correlated with total number of cases (R 2 = 0.94, p,0.001); however, the relation depends on which countries are facing an epidemic. While dengue epidemics in the region follow a similar pattern, total costs increase more sharply when the epidemic affects higher-income countries. 42 m) , when the dengue epidemic peaked in the poorer countries (e.g., Indonesia, Myanmar).
We found substantial variability in the costs per dengue episode. There was also considerable variability in the country-specific EFs, as has been discussed elsewhere [7] . These variations were addressed using probabilistic analysis; however, costs per episode and EFs remain an area of uncertainty for most of the countries we considered.
Our estimates of economic and disease burden of dengue are consistent with previous estimates from published studies (Table 5 ). Our estimates of economic burden, without considering costs such as prevention or vector control, for Cambodia, Malaysia, Singapore, and Thailand are higher than in previous studies [2, [16] [17] [18] [19] [20] , and lower than a previous estimate in Viet Nam [21] . Compared to these studies, our higher estimates of economic burden arise mainly because previous studies did not adjust for underreporting of dengue episodes [2, 23] , used smaller EFs [16] [17] [18] [19] , considered year intervals with lower reported dengue [18] , estimated lower indirect costs [15] , estimated productivity loss based on the minimum wage [16, 17] , did not consider fatal cases [18] , or adjusted for underreporting only of non-fatal cases [20] . Compared to previous estimates of disease burden, our estimates were higher for Myanmar [23] , Singapore [20] , and Cambodia [15] , and lower for Thailand [24, 25] . Our higher estimate for DALYs were partly explained because the previous study for Myanmar only included DHF, did not correct for underreporting, and considered almost 30 years of reporting, which lowered the average reported cases [23] , and the estimate for Singapore [20] did not consider an EF for fatal cases of dengue. The cost per capita associated to dengue in SEA was 68% of that found for the Americas as a whole (US$2.42; range: 1.01-4.47), but DALYs per m were 4.6 times higher than in the Americas (81 DALYs per m; range: 50-131 [3] ; WHO's estimate was 73 DALYs per m [57] ). This is partly explained by the higher incidence rates of DHF and dengue shock syndrome (DSS) in SEA, which together are approximately 18 times higher than that in the Americas [9] , and the case fatality rate is 29 times higher (the estimated case fatality rate was 8/100,000). Also, the main drivers of cost in SEA and the Americas are Indonesia (27% of the total cases of dengue) and Brazil (39% of total cases), respectively. Brazil's GDP per capita is about 3.6 times that of Indonesia's [14] so the average cost per dengue case in the former is substantially higher.
Our estimate of the absolute dengue disease burden of 214,000 DALYs in SEA alone is higher than that of the worldwide disease burden (DALYs) of poliomyelitis (34,000), diphtheria (174,000), or leprosy (194,000) [57] . The DALY rate per population of dengue (372 per million) exceeds that of other diseases of public health importance including Japanese encephalitis, upper respiratory infections, and hepatitis B, and other neglected tropical diseases such as ascariasis, trichuriasis, or hookworm for the combined WHO regions containing SEA.
These results have some limitations and areas of uncertainty. First, the EFs we used to adjust for underreporting were derived from several empirical studies in countries of SEA that used different methodologies (e.g., cohort studies, capture-recapture, hospital records), and some differ in the age groups, or severity of dengue reported [7] . The rate of underreporting also depends on several factors including year of data collection, sample demographics, specific region, vector control activities, disease awareness, quality of the surveillance system. Due to paucity of data, we assumed that the rate of underreporting was constant for each country in SEA during the years considered in this study. Second, we assumed that the average unit costs of inpatient and outpatient treatments of dengue illness were constant across years. Our cost estimates were obtained from empirical studies that in some cases were limited to specific regions or facility types. We could further refine these cost estimates by adjusting other variables such as region, number of specialist physicians, healthcare system, and treatment and technology changes that might have developed since the reference study took place. These levels of detail were not available, but we obtained our estimates from the best accessible data. Third, because there were no studies for all countries in SEA, we had to extrapolate data based on similarities between countries, such as GDP per capita in the case of cost, and an index of healthcare quality for EFs [7] .
Fourth, because we lacked more detailed data, we assumed that the age distribution of fatal cases was the same as the age distribution of dengue incidence. This is a conservative assumption, as existing literature suggests that severe episodes of dengue illness in SEA affect mostly infants and children [9, 13, 73, 74] , and that children are more vulnerable than adults to shock syndrome [75] . Hence, we would expect the very young to have higher death rates than the rest of the population and therefore, the economic and disease burden might be even higher. Fifth, because the incidence of dengue varies considerably from year to year, we used the average cases of dengue between 2001 and 2010 to obtain more stable estimates. This averaging probably makes our estimates of dengue burden conservative, since several studies indicate that the total number of episodes of symptomatic dengue is increasing [5, 13, 74, 76] . Last, our estimates of the economic and disease burden of dengue illness were based on previous studies that considered the acute symptoms of dengue [2, [77] [78] [79] . A few recent studies suggest that dengue patients may present long-term symptoms [80] [81] [82] [83] [84] , but there is yet no agreement on the frequency, intensity, or duration of these long-term consequences of dengue infection, sometimes referred to as Dengue Chronic Fatigue Syndrome [83] . If long-term sequelae of dengue are common and affect people's ability to work, then existing studies would be systematically underestimating the economic and disease burden. There was still too much uncertainty over the long-term sequelae of dengue to consider it in our calculations while being conservative. Despite these limitations and areas of uncertainty, we tried to make our estimates of economic and disease burden as accurate as possible considering the limited availability of data.
The most important product of this analysis is estimates of the aggregate and country-specific economic and disease burden of dengue in SEA. These estimates use a consistent methodology that allows comparison among countries and empirically derived adjustments for underreporting. The estimated burden of dengue would have been even higher had we considered other economic costs, such as prevention and vector control [18, 19, 85, 86] , disruption of health The economic and disease burden estimates correspond to Carrasco et al.'s estimates [20] , based on the same methods and assumptions than those we used. Economic burden was based on the human capital approach, but Carrasco et al. also estimated annual economic burden of dengue using the friction cost method (US$35.1 million). Similarly, disease burden was estimated using disability weights from previous literature (with an age-weighting constant C = 1), but Carrasco et al. also estimated DALYs using disability weights from WHO and quality of life-based disability weights, and estimated DALYs with C = 1 and C?1). doi:10.1371/journal.pntd.0002055.t005
systems due to seasonal clustering of dengue, decreases in tourism [87] , long-term sequelae of dengue [80, 83] , or disease complications associated to dengue infection [63, 64, 66, [88] [89] [90] [91] [92] . Even without counting these additions, our results suggest that exploring new approaches to reduce burden of dengue would be economically valuable. Figure S1 PRISMA 2009 Flow Diagram. Source: [48] .
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